Orthodontists at this point globally, are witnessing a time in history when the practice of orthodontics is gradually transforming itself from analog, paper, alginate, and plaster mode to digital, paperless, three-dimensional scans, and technologically-savvy mode. [1, 2] For better or worse, more than technological innovations in orthodontics, the advent of the worldwide web or the Internet has been a significant disruptor for orthodontic care. The Cambridge dictionary defines disruptor as "a person or thing that prevents something, especially a system, process, or event, from continuing as usual or as expected." [3] Patients today get orthodontic appliances delivered at their doorstep, have their progress monitored with a smartphone app and order retainers on treatment completion without ever having to step into an orthodontist's office. Turpin and Huang have said orthodontics has passed through the "age of expert," "age of education," "age of science," and is currently, said to be in the "age of evidence." [4] In recent times, however, the ever-increasing penetration, reach, and usage of the Internet have popularized newer, alternative modalities of orthodontic treatment among masses, and seem to have ushered in the era of the "dot-com patient" and "web-based orthodontics." This has also given rise to certain contemporary sub-phenomena in orthodontics; unique to the times we are living in. These are discussed as follows:
YouTube-based Orthodontics
YouTube videos such as "make your own braces," "make your own fake braces," "how to make your fake braces look real," and "how to close gaps using rubber bands" etc, advocating Do-it-Yourself (DIY) orthodontics, have been the source of orthodontic crash courses in ruining teeth for many. [5] DIY braces are not a concern because of the threat they pose to orthodontics, but because most of these videos are predominantly made by children for children. This trend is notorious due to the serious hazards posed by the unscrupulous, thoughtless, childish, and potentially dangerous use of rubber bands and things such as back-stopper of earrings made of materials with high-nickel content and indiscriminately sticking (with possibly toxic glues or adhesives) or wearing them inside the mouth for long periods of time. [6] A recent survey among members of American Association of Orthodontists reported that the age of people attempting to fix their own teeth ranged from as young as 8 years to as old as 60 years and approximately 70% of these DIY patients seen by orthodontists belonged to a social media-friendly age group, between the ages 10 and 34. Social media usage in these age groups exceeded 80%. [7] If one is not industrious enough to make them on their own, a vast array of fake braces are available for purchase, sold widely on Facebook, Instagram, and twitter, as fashion items or accessories, catering to those who aspire to achieve the fashion-icon or social-status associated with wearing braces among their peers. This problem is widely prevalent in Southeast Asian countries such as Thailand, Indonesia, Malaysia, and Philippines. Professional bodies [8] and government authorities [9] likewise have condemned such practices and issued public safety advisories.
This category of You-tube-based orthodontics also includes laypeople sticking brackets and providing supposed orthodontic treatment in houses, spas, or hotel rooms, having no formal education in dentistry whatsoever and have trained themselves by exclusively watching such videos. To avoid detection and arrests they are even known to shift locations of their activities and move from one place to the other. The bracket materials and adhesives used are neither medical grade nor suitable for intraoral use, and have been reported to be toxic and unsafe. The risks of them spreading serious infections through cross contamination are enormous and so are other serious adverse effects of moving teeth without proper technique or knowledge such as root exposure, fenestration, dehiscence, and avulsion. The "treatment strategy" or modus operandi of such people mostly is to just stick the brackets and take the money, after which the patients are on their own. Fake contraptions that look like braces but have no slots and are not really brackets are easy to detect as fake. Brackets used by such unscrupulous practitioners often have slots and they insert some wire and use some form of elastic chains to secure them in the slot. In such cases, it is difficult for patients themselves or subsequent orthodontists who see them to differentiate them as fake, on a cursory look. The reality is only discovered when the patient reveals the history of the manner in which treatment was delivered, where and by whom. Awareness among consumers regarding the modus operandi is being created through news and media, Editorial yet people continue to fall prey to the apparently "cheap and easy" options, which prove expensive in the long term, considering the damage caused to health, oral tissues, and occlusion. [10] 
Facebook-based Orthodontics
The evidence pyramid depicts the hierarchy of evidence, with expert opinion being at the lowest level of the pyramid and systematic reviews and meta-analysis at the highest. In a recent blogpost, Dr. O'Brien, cautioned about the emergence of a new lowest level of evidenceFacebook-based Orthodontics" -based on the multiple opinions provided by Facebook users! [11] A popular phenomenon is the widespread use of social media posts by practitioners to exhibit and discuss their cases. Practitioners may consider this as a good way to showcase their best cherry-picked cases and promote their practice; however, the inevitable discussions that accompany such posts may or may not be illuminating, to say the least. In the absence of objective analysis, subjective, individual opinions based on their forcefulness, or persistence may dominate such discussion threads. We have personally been privy to discussions on such posts where self-proclaimed experts who have been propagating a treatment philosophy (that they refuse to even attempt to publish in peer-reviewed literature for decades together) opine on patient pictures using academic titles that they simply do not possess. The more experienced and informed clinicians may escape the sway of such statements by "Facebook orthodontic warriors" on social media, by relying on their experience and learned scientific facts; however, the less-informed clinicians or freshly passed out graduates may fall prey to inaccuracies, fallacies, misleading case presentations and false imagery. It is important to educate that those opinions expressed on Facebook, Wikipedia, and other social media posts are not the best sources of clinical evidence. These same social media platforms on the other hand can be harnessed to create awareness and disseminate objective facts and evidence-based information. [11] 
Manufacturer-based Orthodontics
The Internet has had the effect of opening up markets and possibilities both for orthodontic product manufacturing companies and for non-orthodontists wanting to practice orthodontics. To reach a wider audience and maximize revenue generation, the strategy of orthodontic companies is to not restrict them to catering to the orthodontist niche alone. In their goals to expand their scope, they harness the non-orthodontists as well to augment their sale numbers. This has resulted in the propagation of an easy-to-follow philosophy by manufacturers and their proponents. They over-simplify orthodontic treatment and make it seem deceptively simple, so that it appears reassuringly easy, manageable, and doable to even those not qualified or trained in orthodontics. This explains the active promotion of "expansion," "nonextraction", or "arch development" methods of treatment irrespective of case suitability, since extraction mechanics are too complex and time-consuming for "good marketing." Expansion and nonextraction treatment strategies are valid and necessary tools in an orthodontist's treatment plan armamentarium, and like any other treatment modality they should be applied wisely in suitable cases and are not to be considered as the only moot point in orthodontics. One practitioner during an aligner workshop was narrating how their adult patient was unhappy after treatment was completed by expanding of arches because they felt their smile was too "toothy" and "broad." The practitioner proudly explained that they managed to convince the patient to accept their smile by saying "Look at Julia Roberts… she also has a broad toothy smile like you… she looks so good… so be happy that you have a smile like Julia Roberts! [ Figure 1 ]" There is but only one Julia Roberts and trying to force her smile on someone not like her is not really giving the patient the best they can or should get [ Figures 2 and 3 ]! They seem to forget "create the smile that is best for the patient, and not the one that best suits your practice!" This displays a lack of respect for the patient's individuality or concerns and happens when practitioners are reluctant to focus on the patients' needs, thereby imposing their idea of beauty on the patients. This is because they are indoctrinated to dogmatic cults in orthodontics that stick to a predecided method of treatment for all cases. This is known as the "law of instrument" or "Maslow's hammer" which states, "If the only tool you have is a hammer, you treat everything as if it were a nail." The law alludes to the cognitive bias that involves an overreliance on a familiar tool, thus it is with those who choose expansion for patients not because it is the best thing to do but because either that is the only tool in their armamentarium or the one they are most "comfortable" with. There are many fear mongering, conspiracy theory fueled websites spreading false information to discredit orthodontic extractions. Such sites play into the narratives of groups with vested commercial interests who seek to exploit the fear and ignorance of consumers.
Can Evidence Navigate the Ship?
Where does all that leave evidence-based orthodontics? The art and science of learning to discern and apply evidence-based information to arrive at the best treatment plans and decisions for our patients, is more important today than ever, as we operate in an increasingly digitized environment of 21 st century orthodontics. [12] Evidence-based practice was defined by Sackett et al. [13] as the conscientious, explicit, and judicious use of current best evidence when making decisions about the care of a patient. Thus, evidence-based care which consists of three core domains of clinical expertise, best research evidence, and patient preferences or values becomes more relevant in this of AJODO, Vaden et al. highlight our most important role as orthodontic practitioners by stating "conscientious clinicians should try to develop individualized treatment plans for their patients and not be influenced by treatment 'philosophies' with untested claims." For orthodontists, orthodontic treatment is about service and commitment to the patient's well-being, having the patient's best interest at heart and achieving results for each patient that are the best that current science and art can provide. [14] However, trapped in a vicious cycle of making quick social media impact, indiscriminately offering patients what they have googled for and competing for their share of the highly lucrative orthodontic-revenue pie, concepts such as research, science, evidence, and facts sound far-fetched and too idealistic to a lot of budding practitioners. There are often sacrifices of the practical application of evidence-based practice at the altars of convenience! Hence, it becomes more important than ever for orthodontists' websites and those of professional organizations equip themselves with biologically sound, scientifically rational, and evidence-backed facts to counter misinformation, false claims, and propaganda of vested interests in the dynamic and constantly evolving scenario of the web-based web that is being spun around! In short, seeking evidence is not just important, propagating it, is critical as well. Continuing professional development, life-long learning, and keeping oneself updated with the latest published peer reviewed findings are integral to the delivery of quality orthodontic treatment which is the ultimate objective that defines our profession. We cannot do more -we dare not do less!
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